Seventy-six patients with severe (greater than 80%) occlusive left anterior descending coronary artery disease by coronary angiography were examined for the electrocardiographic characteristics of this disease in the presence (group A 59 patients) or the absence (group B 1 7 patients) of anterior wall asynergy (akinesis or dyskinesis). It is concluded that severe occlusive left anterior descending coronary artery disease with anterior wall myocardial asynergy is usually associated with electrocardiographic signs of anterior myocardial infarction, whereas equally severe left anterior descending coronary artery disease without anterior wall asynergy is rarely associated with electrocardiographic abnormalities of anterior myocardial infarction. Severe left anterior descending coronary artery obstruction without electrocardiographic and angiographic evidence of anterior myocardial infarction is usually associated with collateral circulation to the left anterior descending coronary artery and collateral circulation to the left anterior descending coronary artery is present less frequently when obstruction is associated with anterior myocardial infarction.
are present (Benchimol et al., 1973) . Pathological the calibre required for saphenous vein aortocoronary Q waves on the electrocardiogram correlate very bypass surgery) or absent (no or only poor collateral closely with localized asynergy on left ventricular filling of the left anterior descending coronary artery cineangiography (Williams et al., 1973; Miller distal t) the obstruction). All left ventricular cineet al., 1974 ). This appears to be true, especially with angiograms were done during held inspiration in the anterior myocardial infarction as opposed to in-right anterior oblique position, and usually 10 to 15 ferior wall myocardial infarction (Williams et al., minutes after the coronary arteriograms. A careful 1973; Miller et al., 1974) .
inspection was made of any localized contraction We have previously reported on the correlation of abnormalities (Herman et al., 1967) over the anterior inferior wall myocardial infarction with the presence or apical areas of the left ventricle by two indeand extent of pathological Q waves in leads II, III, pendent observers with goof agreement in all cases. and aVF in patients with high grade obstructions Only definite localized akinetic or dyskinetic left of the right coronary artery (Shettigar et al., 1974) . ventricular wall motion was considered as asynergy It is the purpose of this study to: (1) evaluate in this study. If the contraction abnormality was electrocardiographic abnormalities associated with localized to the apex without involvement of the complete or severe obstruction of the left anterior anterior wall and there was an associated contraction descending coronary artery in patients with or with-abnormality over the diaphragmatic area, the patient out associated anterior wall asynergy; (2) study the was excluded from the study since conceivably an incidence of clinically documented anterior myo-obstruction of the right coronary artery with a long cardi:al infarction in these two groups of patients; posterior descending branch could give a contracand (3) examint the possible role of coronary col-tion abnormality of the apical and diaphragmatic laterals to the left anterior descending coronary surface. None of the patients who showed left ven- Table 2 shows the looks at all of the patients with 100 per cent obstrucresults of coronary arteriography. As can be seen, tion of the left anterior descending coronary artery 62 patients (81.6%) had 100 per cent obstruction (78% of group A and 94% of group B patients) it of the left anterior descending coronary artery, can be seen that there was collateral filling of the usually in the proximal third, while 14 patients left anterior descending coronary artery in 80-4 per (18.4%) had a subtotal obstruction (greater than cent of group A and 100 per cent of group B patients 80%). Associated disease of the right coronary (Table 5) . artery was noted in 58 patients, of the left circumflex in 42 patients, and of the left main coronary artery in Discussion 4 patients. Of 59 patients in group A, 44 (74 6%) had history, electrocardiographic, and laboratory Previous studies have attempted to correlate the evidence of anterior wall myocardial infarction.
various electrocardiographic changes with postThe electrocardiographic changes are summarized mortem findings (Fenichel and Kugell, 1931; in al., 1970; Williams et al., 1973;  infarction. Bodenheimer et al., 1975; Miller et al., 1974 (Williams et al., 1973) . In this study, or greater) per patient (Table 2 ). Many patients looking at equally severe disease of the left anterior had associated inferior wall infarction. The effect descending coronary artery, patients who showed of these associated coronary lesions and inferior wall anterior wall asynergy (group A) were much more myocardial infarctions on the electrocardiographic likely to have electrocardiographic abnormalities of 
